The clinicazl diagnosis of the irritaible bowel sviydroilme is ba.sed primarily upoIn the presence ot pain aissociaited with a disturbance in bowel haihbt.
Such disturbance mav lead to a variety of different symptoms. For The diaginosis rests also upon the exclusion of any other pathological process and henice it would be ruled out in the presence of diseases such as ulcerative colitis. Thus if patienits with ulcerative colitis were suffering from a moitility problem similar to the irritable bowel syndrome the svmptoms therefrom might be attributed to their colitis and inappropriatelx treated. It was the purpose of this study to All data were transferred to punch cards and processed on an ICL 2970 computer using the statistical package for the social sciences version 7.
The statistical methods used were the frequency analysis routine and cross-tabulated routine. The latter produced chi-squared values for multifaceted variables.
Results Table I shows the prevalence of symptoms of the irritable bowel-like syndrome in patients and healthy controls. Pain, pain relief with bowel action, abdominal distension, incomplete evacuation. nausea, and diarrhoea were all significantly more common in ulcerative colitis. It should be noted also that constipation was more common in ulcerative colitis although the difference between groups was not statistically significant.
Forty-one patients and 18 controls had abdominal pain, which may be taken as a prerequisite for irritable bowel-like syndrome. To diagnose a motility problem more definitely other symptoms should be present and Table 2 Certain symptoms included in our questionnaire, such as relief of pain by defaecation, are common to both disorders. It could be argued that the inclusion of such symptoms in our analysis might have artificially inflated the prevalence of irritable bowellike syndrome in our patients with ulcerative colitis. We would stress, therefore, that patients were encouraged to focus upon periods of remission from colitis during formulation of their answers to the questionnaire, and that 90% of them were, by sigmoidoscopy, in remission at the time they completed the latter. Moreover, other symptoms common in irritable bowel syndrome but not usually considered typical of ulcerative colitis, such as abdominal distension and constipation, were frequent in our colitic group.
One explanation of our findings could be that patients were taking a lower roughage diet than the controls. A full dietary assessment was not made but roughage intake was assessed in all subjects as either high, average, or low, and there was no difference between the two groups, making this explanation untenable. Although it is unlikely that colonic spasm is related to the genesis of ulcerative colitis, previous inflammatory disease of the colon may render it more sensitive and thereby reduce its threshold to such stimuli as distension.
Although the treatment of irritable bowel syndrome is not uniform, it is generally agreed that bulking agents are helpful.4 5 From the results of our study it would seem that the regular use of such agents should be seriously considered in the management of patients with ulcerative colitis in whom svmptoms persist during periods of remission. This applies particularly to those with constipation. which was present in a third of our patients. 
